exploration of the uterus.
On August 25 an examination had been made with a view to exploration of the uterus by the doctor who asked me to see the case. The doctor stated that he found some soft tissue just inside the cervix, that he pulled this tissue down and failing to recognize it sent the patient home to bed.
The tissue in question had since prolapsed to a considerably greater extent, and its nature was still in doubt. The doctor further stated that he had made inquiry with regard to any interference before coming to him for advice; and that the patient had replied that nothing whatever had been done. I proceeded to examine the patient, finding her apparently well and complaining of nothing. Her complexion was good, the tongue clean and moist, the abdomen was soft, and no resistance or tenderness was discovered anywhere. The pulse was 90, and the temperature 98'60 F. The patient stated that the bowels had been open on the morning of the previous day.
Protruding from the vulva was a mass of black tissue, to which blood clot was adherent. On examining the tissue it was found to be in the form of a loop, about 2 ft. 6 in. in circumference. At the point most distal from the vulva, the tissue was considerably lacerated, the loop being almost completely divided. It was then discovered that the loop possessed a lumen, and on turning a portion inside out, intestinal mucosa was recognized. The radicles of the loop disappeared into the vagina, and on vaginal examination they could be followed up to the external os, where they passed into the uterus. Bimanual examination was a little difficult; the uterus appeared to be slightly enlarged, though certainly not larger than an eight weeks' pregnancy.
The patient was immediately transferred to hospital, and was seen by my house surgeon one and a quarter hours after the completion of my Palmer: Perforation in the Uterus examination. At this time the abdomen was slightly distended, no tenderness could be felt; the temperature was 990 F. and the pulse 96. At the time of operation, one and a quarter hours later, distension had considerably increased, with the result that the abdomen resembled in appearance a six to seven months' pregnancy, The general condition of the patient remained unaltered.
The Operation.-The abdomen was opened by a mid-line sub-umbilical incision. A little blood-2 oz. at most-was found in the abdominal cavity.
The first structure encountered was a soft black mass, infiltrated with haemorrhage. This was a portion of the mesentery, minus small intestine. At either end of the black mass, intestine was found attached to the mesentery, the peritoneal coat being rolled back on the attached intestine after the manner of a rolled-up sleeve. From each point of attachment to the mesentery each strand of small intestine was followed down to the fundus of the uterus, where it disappeared into the cavity of the uterus, passing through and being gripped by the walls of a somewhat ragged transverse perforation (1 in. in length) in the top of the fundus of the uterus.
The two strands of intestine were cut across at their point of entry into the fundus. The lacerated thrombosed mesentery was removed, the ends of the small intestine were trimmed, and an end-to-end anastomosis performed. Mr. T. Twistington Higgins kindly withdrew the excised intestine from the vagina and uterus. Owing to the fact that the cervix was gripping the gut some difficulty was encountered in the withdrawal.
The perforation in the fundus was trimmed and sutured, a large rubber tube was passed down into the pouch of Douglas and the abdominal wound was then sutured.
Post-operative Condition.-The tube was removed on the second day, its removal being followed by a slight persistent purulent discharge and a good deal of infiltration round the track of the tube. The wound continued to discharge slightly for twenty-four days, but after that it healed rapidly.
For eleven days after the operation the temperature varied up to 102u F.; until the twenty-first day it varied up to 101.80 F., and then rapidly settled. On the fifth day the pulse reached 108, until this time having varied between 84 and 104. After the seventh day the pulse remained below 100, varying between 72 and 96.
Vaginal discharge was purulent and offensive for five days after operation, and on the fifth day the uterus was gently explored, nothing being discovered except a few fragments of necrotic d6bris. Considerable infiltration was found in the pouch of Douglas. The infiltration cleared up with douches, and at the time of discharge from hospital, fifty-six days after operation, the patient was well. No abnormality was felt in the pelvis; the temperature and pulse had been normal for twenty-five days.
DESCRIPTION OF SPECIMEN.
The specimen is in two parts and consists of (1) a portion of small intestine, and (2) a portion of mesentery.
(1) The intestine measures 3 ft. 3 in. (97x5 cm.) in length; it is black or pinkish-brown in colour. In rather more than half its extent, where the peritoneum has been stripped, the outer surface of the gut is rough; in the remainder, where the peritoneum remains attached, the outer surface is smooth and glistening. Over an area of 10 cm. in the middle of the specimen, where the intestine has been lacerated, the gut is represented by a thin bridge of tissue, varying from 0'5 cm. to 1'5 cm. in width, and consisting of a thin strip of peritoneum, muscle and ragged mucosa. Twenty cm. from one end of the specimen the lumen of the gut has again been opened in two places. The holes in the wall measure 2'5 cm. and 1'5 cm. in diameter respectively, and are separated by a narrow bridge of tissue 1 cm. in breadth. Tags of peritoneum remain attached to the wall of the gut, the longest at one end measuring 10 cm. in length and up to 1-3 cm. in breadth. Towards the middle of the specimen a strip of peritoneum, up to 2 cm. in width, has been separated from the underlying muscle; it remains attached at either end and forms a loop 18 cm. in length.
(2) The mesentery measures 20 by 3 by 2X5 cm. The free edge is swollen, bluish-black in colour and the vessels are thrombosed. Attached to the free edge are two fringes of peritoneum, measuring up to 1'5 cm. in width. Between the peritoneal fringes, running along the whole length of the free edge of the mesentery, is an irregular gutter, varying up to 1.5 cm. in depth and partially lined by blood clot. At one end of the mesentery the peritoneal coat is complete for a distance of 2 cm. and forms a cuff 2 cm. in diameter.
DISCUSSION.
Dr. ANDREWS said that Mr. Palmer had been brilliantly successful in his operation. Forcible dragging down of intestine was probably more common after rupture of the vagina in labour at term than in attempts at emptying the uterus in the early months of pregnancy. A few years ago Professor Meiklejohn showed a somewhat similar specimen in Edinburgh. Almost the whole of the small intestine had been pulled out through a rent in the posterior fornix after a brutal delivery, and yet, when the abdomen was opened at the post-mortem examination, the intestines seemed all to be in situ, the peritoneal coat having remained almost intact while the whole of the nucous membrane and part of the muscle had been separated from it.
Mr. EARDLEY HOLLAND said that Mr. Palmer had exhibited skilful surgery in his operation. He (Mr. Holland) thought the title of the specimen could be improved, for the case was one of evisceration rather than of herniation of intestine through the perforated uterus. He thought these cases occurred less rarely than was supposed, and he himself had had experience of two cases of evisceration of small intestine through a perforation of the uterus caused by the inept use of ovum forceps for evacuating the uterus in early pregnancy.
In the first case, as a passive spectator, he had seen the whole tragedy enacted from beginning to end, and it was a striking demonstration of how the accident happened, and, above all, of the deceptive appearance of the intestine when it was dragged out. The case was one of evacuation of the uterus, for a legitimate purpose, in the fourth month of pregnancy. The ovum forceps grasped something which offered considerable resistance to withdrawal, and brought away a small lump of tissue which later revealed itself as a piece of uterine wall, with peritoneum on one side and decidua on the other. The forceps was again introduced and, without much resistance, was withdrawn, holding the end of a loop of membranous-looking tissue. There was speculation as to what this was. Was it umbilical cord ? Some more was withdrawn for better inspection. It did not look like cord. Was it fretal intestine? This seemed to be the solution, so a good deal more was withdrawn, and only then was it realized by the operator that he had eviscerated a long loop of the unfortunate woman's small intestine. The appearance was extraordinarily deceptive; the intestine was stripped off its mesentery as cleanly as if had been cut off with a knife (the doubled loop with mesentery being drawn through an opening too small to allow the easy passage of both, the mesentery got left behind); the limp, stretched and bloodless intestine was like a pale, narrow ribbon.
A few years ago he had been called to the second case by the unfortunate doctor who, in the course of clearing out, for no legitimate purpose, a two and a half months' pregnancy, had withdrawn a loop of gut through the cervix before he realized he was eviscerating his patient. He (Mr. Holland) found a loop of characteristically attenuated, anemic, lifeless gut hanging from the vulva of a slightly collapsed and anmemic patient. He opened the abdomen and excised 45 in. of small intestine, together with a big wedge of mesentery which was infiltrated with blood almost up to its root; the divided intestine was united by end-to-end anastomosis and the patient made a smooth recovery. The excised 45 in. probably represented less than half that length of intestine in the normal state, so much had it been stretched during the process of pulling it through the perforation, which appeared a mere jagged puncture in the posterior wall of the retracted uterus.
A few months ago he was called to a third case of evisceration of intestine, but in this case the intestine had been dragged out through a perforation in the posterior vaginal fornix by a doctor who was attempting to remove a placenta retained after a full-time labour: he thought he had a grasp of membrane and umbilical cord, but blindly dragged out a handful of small intestine. In this case the intestine was not so attenuated but was stripped off its mesentery. Mr. Holland excised 16 in. of intestine, partly large and partly small gut, with the cEecum forming the mid-point. The patient was so collapsed that no more could be done than to excise the gut and attach the divided ends to the abdominal wound. The patient lived for a week.
When an expert gynecological surgeon had to evacuate the early pregnant uterus (a rare operation, for cases of therapeutic induction of abortion were uncommon) he approached the operation with considerable respect, for he realized its dangers and difficulties; but it was surprising how lightheartedly some doctors would undertake this operation. Most of these cases of evisceration of intestine were due to the use of the ovum forceps, with which it was very easy to grasp and tear away a doubled-up piece of the thin, relaxed uterine wall.
Venous Infarction in a Foetal Liver.
By A. C. PALMER, F.R.C.S. THE specimen is a liver removed from a stillborn fctus aged 282 days. Fcetal death was due to asphyxia from pressure on the umbilical cord during a long second stage.
The mother was well during pregnancy. The Wassermann reaction was negative and the pelvic measurements were normal.
DESCRIPTION OF SPECIMEN.
The liver is 12 cm. wide. The greater part of the tissue of the right lobe is replaced by a mass of blood clot (7 by 5 by 4 cm.). The cut surface of the clot shows an outer dark red zone, an intermediate opaque yellow zone, and a central white zone.
The hepatic veins in the clot and the primary branches of the right hepatic vein are filled with clot up to the point of entry into the inferior vena cava.
Two portions were taken for microscopic sections:
(1) From the opaque yellow area, including a portion of the opaque white area and the capsule;
(2) From the deep red tissue and adjacent unaltered liver. In (2) the hepatic columns are very widely separated and broken by blood.
In this blood there are relatively few leucocytes. The picture is that of an extreme congestion leading to disintegration of the hepatic tissue.
In (1) the hepatic veins are very widely dilated and are filled with red
